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Abstract 
 
For social workers, the continuous integration of learning from personal experiences is essential 
to professional growth and development.  Increased knowledge and insight may occur through a 
process of critical reflexivity. Significant life events can be transformative to practice.  
Healthcare social workers are often faced with the challenge of balancing competing interests 
and demands within a hierarchical system. Based on social constructivism and critical theory, 
this study used a cross-sectional exploratory design to examine how personal experiences of 
receiving healthcare services may affect the professional perspectives of healthcare social 
workers.  Nine health social workers were interviewed following significant personal interactions 
with the health system.  Findings spoke to the participants’ perspectives on agency, alliance, 
critical reflection, and transformation arising from their experiences as healthcare recipients. All 
participants described altered perceptions of the health system and care recipients, and expressed 
renewed commitments to core social work values and activities.  Implications for social work 
practice, policy, and research are discussed.  
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Introduction 
 
Social work is an insight oriented profession.  Without question, social workers need to 
be attentive to the influence of their own values and beliefs upon their work.  Moreover, the 
continuous integration of learning from personal experiences is essential to professional growth 
and development. Such self-awareness typically arises through an on-going process of critical 
self-reflection (Butler, Ford & Tregaskis, 2007; Fook, 1999; Heron, 2005; Huntington, 1998; 
Kumsa, 2011; Massaquoi, 2011; Morley, 2008; Smith, Chambers, & Bratini, 2009; Suarez, 
Newman & Reed, 2008). Particular life events may provide rich opportunities for increased 
knowledge and insight, especially where previously held beliefs, assumptions and expectations 
are challenged.  “These moments can either stall or halt the learning process, or alternatively 
provide the opportunity for intense, vivid learning, pushing practice knowledge to a new, critical 
and important level” (Massaquoi, 2011, p. 218).  While such experiences are often emotionally 
and intellectually disruptive for the practitioner, they also contain profound possibilities for 
practice transformation (Bransford, 2011; Massaquoi, 2011; Savaya & Gardner, 2012). 
Within healthcare settings, social workers attend to the psycho-emotional and social 
aspects of health by providing counselling, facilitation, navigation, and advocacy services.  
Ideally, social workers could play a critical role in improving outcomes for people facing health 
concerns by intervening not only individually, but also at a systemic level to reduce health 
inequities.  Because the pursuit of social justice is a core value of social work, the professional 
code of ethics in Canada obliges social workers to “advocate for fair and equitable access to 
public services and benefits” (Canadian Association of Social Workers, 2005, p. 5).   However, 
the social work profession and the health systems within which social workers are employed 
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often have dissimilar interests and priorities. The dominance of the biomedical perspective as 
well as the hierarchical nature of health service delivery can present particular challenges for 
social work practice in health settings.  As well, in keeping with the current political climate, 
healthcare organizations are increasingly focused on rationing access to services in order to meet 
fiscal constraints.   This, in turn, intensifies the expectations placed upon individuals and families 
to manage a growing range and complexity of health and social care needs on their own.   
Determining how best to intervene under such circumstances requires social workers in 
healthcare to continuously apply critical thinking skills and make sound professional judgements, 
guided by a strong commitment to social work values and principles.  For social workers, the 
development of core values and, further, the impetus to take actions consistent with those ideals 
is conceivably influenced in large part by lived experiences. 
The purpose of this study is to explore how personal experiences of receiving healthcare 
services may affect the professional perspectives of healthcare social workers.  Specifically, the 
objective is to examine how interactions as recipients of health services influence social workers’ 
attitudes, expectations, or beliefs about the healthcare system, the social work role in health, and 
the experiences of people receiving care.  The study explores whether having personal 
experiences of receiving healthcare services prompts critical self-reflection regarding one’s own 
actions as a social worker, or influences subsequent social worker interactions or practice 
priorities towards people receiving care, their families or the healthcare team.  
This study may inform priorities for on-going social work education and professional 
support, for instance selecting clinical strategies which enhance awareness of self in relation to 
individuals receiving healthcare.   Such contributions to the continuing professional growth and 
development of social workers could improve overall social work functioning in health settings, 
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as well as the quality of healthcare recipient experiences.  A better understanding of the factors 
which influence social workers’ choice of interventions may provide a basis for future outcome 
studies to measure the effectiveness of professional responses in various specific circumstances 
in healthcare. 
Literature Review 
 
The integration of the identity or sense of self of the practitioner into their practice is 
crucial to successfully fulfilling the social work role (Heron, 2005).  On-going personal and 
professional self-reflection is therefore an essential element of social work education and 
practice development (Fook, 1999; Heron, 2005; Huntington, 1998; Kumsa, 2011; Massaquoi, 
2011; Smith, Chambers, & Bratini, 2009; Suarez, Newman & Reed, 2008).   The contexts that 
social workers practice in may either foster or limit opportunities for reflective practice (Mizrahi 
& Berger, 2005).   In the absence of critical reflexivity, it is possible for social workers to 
unwittingly participate in the perpetuation of oppressive social structures.  Therefore, critical 
reflection is in itself one form of social activism and resistance, creating new possibilities for 
critical practice and socially just responses (Morley, 2008).  There is potential for liberation and 
transformation for both service users and service providers though the process of critical 
reflexivity.   
Current Healthcare Climate 
 
The Canadian healthcare system is often described as being in crisis, citing problems with 
access, quality and affordability (Romanow, 2002).   The neoliberal agenda seeks to reduce 
public spending on healthcare, favouring the wants of the marketplace over the needs of citizens 
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(Bransford, 2011).  Public services are no longer seen as a social investment or right, rather  
“social work’s clients have mutated into customers and as such are themselves responsible for 
the causes of their difficulties, but above all, for the solution of their problems and with that their 
success or failure” (Stark, 2010, p. 15).  In keeping with the biomedical model, health issues are 
typically framed as individual problems or deficits rather than indicative of broader social 
determinants of health.  Despite political arguments to the contrary, “the ability to finance the 
welfare state is not a question of inadequate resources but of political will and distribution” 
(Stark, 2010, p. 13).   Nonetheless, the common refrain in healthcare is that there is no more 
money for public services to respond to the health needs of the population. 
Given the political climate and public funding limitations, health organizations often 
place a greater emphasis on fiscal accountability than clinical measures of quality (Webster, 
2010).  Managerialist approaches, which limit goals of intervention to rapid discharge planning 
and favour standardized completion of tasks, contribute to the de-skilling of social workers and 
hinder the development of effective therapeutic relationships (Bay & Macfarlane, 2011; Reisch, 
2012; Webster 2010).  The sheer volume of caseload demands may impinge upon the ability of 
social workers to pursue professional goals and objectives, including challenging unjust 
structures (Foster, 2013; Mizrahi & Berger, 2005; Webster 2010). 
For social workers employed within the health system, there is continuous pressure “to 
meet consumer needs while balancing the profession’s ethic of empowering service delivery 
against new public management’s demand for ‘efficiency, economy and effectiveness’” 
(Webster, 2010, p. 28).  Inasmuch as social workers are accountable to professional standards of 
practice and a code of ethics, there is no denying that social workers must be seen as contributing 
to the strategic imperatives of health organizations if continued employment is desired (Mizrahi 
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& Berger, 2005).  Social workers must therefore exercise considerable discretion in their clinical 
interventions by weighing the mission of social change against the required functions of the 
practice setting (Salas, Sen, & Segal, 2010). 
Position and Power 
 
  Although not always well recognized by social workers, the professional role is a 
powerful one (Sakamoto & Pitner, 2005).  How social workers choose to exercise their 
professional power is undoubtedly influenced by personal interests and biases.   Although social 
workers prefer to emphasize more desirable occupations such as empowerment and advocacy, 
the profession has frequently exercised a role in social control as efforts are directed towards 
changing individuals to comply with societal expectations (Bransford, 2011).  Social positions 
are not singular or fixed, but complex and fluid, thus requiring on-going exploration of who the 
social worker is in relation to specific clients and contexts of practice (Kumsa, 2011; Wehbi, 
2011).  Relative social position must be examined, with the acknowledgement that “social 
workers inevitably bring more power to their interactions with service users than vice versa” 
(Sakamoto & Pitner, 2005, p. 438).  While it may be relatively easy to recognize the 
marginalization of other people, it is much more difficult to identify and admit one’s own 
privilege and participation in oppressive social processes or to take actions to disrupt them 
(Baines, 2011; Gulbrandsen & Walsh, 2012; Heron, 2005; Kumsa, 2011).   
In examining issues of power and oppression, it becomes clear that oppressive relations 
are multi-faceted and often concealed.  While oppression can arise from deliberate 
discrimination and contrived systemic constraints, it is also a product of the everyday actions of 
people who are possibly very well-intentioned and do not see themselves as “agents of 
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oppression” (Young, 1990, p. 42).  While most social workers espouse the core value of social 
justice and attest to the importance of anti-oppressive practices, there is often a tendency to avoid 
acknowledging the oppressive experiences of themselves and others, and to deny personal 
participation in oppression (Gulbrandsen & Walsh, 2012; Heron, 2005; Huntington, 1998; 
Sakamoto & Pitner, 2005; Smith, Chambers & Bratini, 2009).   For example, social workers may 
participate in oppressive activities out of loyalty to an organization, conformity with colleagues, 
self-protection in light of unequal power positions, underlying or unspoken values and beliefs, or 
feelings of uncertainty and helplessness (Savaya & Gardner, 2012).  Further, the conception 
social workers have of themselves as committed to opposing discrimination or domination can 
make it difficult to examine personal imperfections or discrepancies between professional 
philosophy and practice (Heron, 2005; Sakamoto & Pitner, 2005).  Often, awareness of power 
and privilege is raised only when an event occurs which causes professional and personal worlds 
to collide in such a way as to inescapably shift perspective.   
Critical Reflexivity 
 
Critical reflection  “is one way of maintaining mindfulness about practice and how 
practice fits, in specific instances, with social work’s emancipatory intent” (Bay & Macfarlane, 
2011, p. 755).  Critical reflection seeks to uncover underlying values and assumptions, make 
linkages between personal and collective interests, examine power relations, and increase the 
capacity for alternative actions and social change (Fook, 2003; Gulbrandsen & Walsh, 2012; 
Jensen-Hart & Williams, 2010; Sakamoto & Pitner, 2005; Savaya & Gardner, 2012).  This 
“involves the ability to locate oneself in a situation through the recognition of how actions and 
interpretation, social and cultural background and personal history, emotional aspects of 
experience, and personally held assumptions influence the situation” (Fook, 1999, p. 199).  
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Critical reflexivity advances self-awareness and knowledge about the construction of each of 
one’s multiple identities and locations within the social order. 
In the absence of critical reflection, social workers are often not aware of or accountable 
for the discrepancy between espoused theories and actual practice behaviours (Savaya & 
Gardner, 2012).    
Thus, critical consciousness challenges social workers to question how the dominant 
 ideology has shaped their perspectives about their professional roles.  Also, it challenges 
 social workers to examine how the taking up of the authority within their professional 
 roles may be perpetuating prevailing authoritarian power differentials, despite overt 
 efforts to avoid doing so. (Bransford, 2011, p. 935) 
Critical reflexivity and work toward critical consciousness is an “endless process” in quest of 
effectively using one’s privilege as an ally to challenge oppression (Sakamoto & Pitner, 2005, p. 
448).  Ultimately, “the goal of critical practice is to assist individuals in seeing their oppression 
so they might engage in collective action that transforms society” (Salas, Sen & Segal, 2010, p. 
94).  For social workers, this means not only recognizing oppression, but acknowledging 
personal privilege and unintentional participation in oppressive structures and practices. Critical 
reflexivity, however, is only the beginning.  
Transformation 
 
It is pointless to intellectually understand the dynamics of oppression unless this 
awareness is meaningfully incorporated into everyday practices (Bransford, 2011; Gulbrandsen 
& Walsh, 2012).  Sustained action is the key indicator of transformation.  A critical incident, or 
transformative disruption, can potentially be a turning point in practice (Kumsa, 2011; Savaya & 
Gardner, 2012).  Such an incident is significant for the person involved, and often initiates a 
strong emotional reaction, resulting in feelings of anxiety, fear, sadness, shame, anger, 
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helplessness or inadequacy (Bay & Macfarlane, 2011; Bransford, 2011; Gulbrandsen & Walsh, 
2012; Savaya & Gardner, 2012).  This emotional discomfort is an important aspect of 
transformation, as it signals to the social worker “that there is more work to be done in order to 
be anti-oppressive” (Sakamoto & Pitner, 2005, p. 439). The ability to tolerate and work through 
the discomfort, rather than ignoring or avoiding it, is a precursor to change.  If a disruption is 
truly transformative, the person never sees their work, or the world, in quite the same way again. 
Acknowledging our multiple subject positions and recognizing when we become the “other” 
allows us to develop profound empathy (Kumsa, 2011) and to become an ally for change in 
solidarity with others (Sakamoto & Pitner, 2005).  
Gaps in Literature 
 
While there is wealth of social work literature regarding critical reflexivity and anti-
oppressive practice, none is specific to the healthcare setting despite the obvious issues of 
unequal power relations and the vulnerability of people who require care.  Most often, critical 
reflexivity has been discussed in terms of preparing social work students for practice (Bay & 
Macfarlane, 2011; Bransford, 2011; Jensen-Hart & Williams, 2010; Thompson & West, 2013).  
Although it has been acknowledged that critical reflexivity is ideally a never-ending process 
(Bay & Macfarlane, 2011) there is a lack of literature as to how critical reflexivity is fostered 
amongst already practicing social workers.  This study provides insight into some of the 
processes and events which may contribute to social work professional growth and development, 
particularly in the area of anti-oppressive practice. 
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Theoretical Framework 
 
My interest in this research topic has arisen from my own experiences of being a 
healthcare social worker and subsequently becoming a “client” of various health and social 
services through my child’s diagnosis of autism.   This has deeply informed my own social work 
practice, in terms of the social and emotional impacts of being faced with having to manage a 
chronic health condition, as well as the complexities and challenges of interacting with various 
service delivery systems.  Perhaps most importantly, it has caused me to question the values and 
meanings commonly assigned to concepts such as “illness” and “disability”, including the social 
controls associated with such labels.  Although neither anticipated nor desired, for me this 
experience has instigated invaluable growth both personally and professionally.  While I am in 
many ways grateful for the perspectives I have gained through this experience, there are certainly 
times I have wondered whether similar insights could have been acquired less arduously.  This 
has led to my curiosity about what other social workers learn from becoming recipients of care, 
including how such personal experiences contribute to the development of practice wisdom 
and/or commitment to social action. 
 Social constructivism proposes that common knowledge is created within social 
interactions, as one incorporates or generates meanings about individual and collective 
experiences.  This approach theorizes that social responses are based on a continuous 
construction of reality, since the world can only ever be understood through one’s own 
subjective experiences of it (Anderson-Nathe, Gringeri & Wahab, 2013; Bourgeault, 2010; 
Bundy-Faziolo, Quijano & Bubar, 2013).  In a sense, what actually occurs is less important than 
the stories people create for themselves about life experiences and events.  Within a social 
constructivist approach, it would be expected that the “realities” of the health system would be 
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different, though equally valid, from the perspective of a healthcare provider as compared to a 
healthcare recipient.  Social constructivists would argue that gaining a dual perspective, as both a 
social worker and as a client, would inevitably alter one’s understanding of and subsequent 
interactions with the health system. 
Critical theory attends to issues of power within social systems.  Interpretations are 
filtered by social position and degree of privilege (Anderson-Nathe, Gringeri & Wahab, 2013).   
Critical theory places a strong emphasis upon raising awareness of personal biases, questioning 
social norms and examining how the distribution of power affects the conditions of particular 
individuals or groups in society (Salas, Sen & Segal, 2010).  Critical self-reflection is key to 
consciousness-raising about our own roles in perpetuating the domination of current structures, 
which in turn drives action.  Through the process of critical reflexivity, “once we gain an 
understanding of the social order, critical theory stresses that the knowledge we have gained will 
lead to social change and emancipation for those who are oppressed” (Salas, Sen & Segal, 2010, 
p. 92).   According to critical theory, becoming a healthcare recipient could raise the awareness 
of social workers regarding client experiences within the health system, causing social workers 
to take actions to alter their own behaviours and challenge organizational structures and practices 
towards a greater degree of social justice in the delivery of health services. 
Design and Methodology 
 
This study uses a cross-sectional exploratory design with individual semi-structured 
interviews to gather qualitative data (Dudley, 2011).  This design was chosen because currently 
there is little known about the topic of critical reflexivity amongst practicing health social 
workers.  It is also unknown which or what proportion of social workers currently employed in 
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health may have had personally significant experiences of receiving healthcare services. For 
these reasons, it was important to select a design which would be flexible and allow for in-depth 
data collection from a relatively small number of participants.  
Recruitment 
 
Recruitment was initiated once approval had been obtained from the Research Ethics 
Boards of both the Fraser Health Authority on February 27, 2013 (Appendix A) and the 
University of the Fraser Valley on March 5, 2013 (Appendix B).  As the researcher was an 
employee of Fraser Health, the Fraser Health Research Ethics Board application required 
confirmation from an administrative supervisor (Sheri van Lochem) that the principal 
investigator had the qualifications, experience, and resources to carry out the research study. 
Aside from approving the research project and circulating the invitation to participate, Fraser 
Health resources were not utilized to conduct this study.   
A purposive sampling method (Dudley, 2011) was used to recruit individuals currently 
working as social workers in health and also self-identifying as having had significant 
experiences of receiving healthcare services.   The sampling frame consisted of approximately 
five hundred social workers employed throughout various Fraser Health sites and programmes 
(including full-time, part-time and casual staff).  Of these, it is unknown how many may also 
have had interactions with the health system as healthcare recipients.  
Social workers were invited to participate in the study via an email sent on March 7, 2013 
to all Fraser Health social workers by the Fraser Health Regional Social Work Practice Leader 
(Esther Krahn), explaining the study and its criteria (Appendix C).  Potential participants were 
asked to contact the principal investigator to schedule an individual interview, at a time and 
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location of their choosing.   Fifteen people responded to the invitation.  One subsequently 
declined to participate.  Two were excluded due to an employment-related reporting relationship 
to the principal investigator.  Three people offered to participate, but either did not meet the 
criteria for having had healthcare interactions since becoming a social worker in health, or did 
not follow through with scheduling an interview.  Between March and October, 2013, nine 
people provided written consent (Appendix D) and each completed a single, individual 
interview.   
Operational Definitions  
 
For the purpose of this study, a health social worker is defined as someone who has 
completed either a Bachelor or Master of Social Work degree (BSW or MSW) and who is 
currently employed by Fraser Health to provide social work services. Receiving healthcare 
includes treatment or services related to an unexpected health event or the management of an 
ongoing health condition.  The nature of the health event or condition was not specified as a 
criterion; social workers were invited to participate if they considered themselves to have had a 
“significant” interaction with the healthcare system as a client (as opposed to receiving routine 
healthcare). The social worker could either have received the health services directly, or have 
been a family member of an individual who received healthcare.   The interactions with the 
health system as care recipients took place after the social workers had already been employed in 
healthcare settings, and the social workers had continued to practice in healthcare subsequent to 
their client experiences. 
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Data Collection and Analysis 
 
Face-to-face interviews were conducted using a semi-structured interview guide 
(Appendix E) with open-ended questions to gather qualitative data.  Interviews ranged in 
duration from forty-five minutes to two hours and twenty minutes, with the average length of 
interview being one hour and fifteen minutes.  Seven of the interviews took place at Fraser 
Health work sites; two were conducted at the participants’ homes.  All interviews were audio-
recorded and hand written notes were taken throughout each interview.   
Basic demographic data was gathered at the outset of each interview to enable a 
description of the sample of participants.  Through open-ended interview questions, the 
participants were asked to discuss their own experiences of receiving healthcare services (either 
personally or in relation to a family member) and how this had influenced their own practice 
perspectives.  Specifically, participants were asked to discuss what they had learned about the 
healthcare system from their client experiences and how these experiences influenced the way 
they felt about working in the health system. They were also asked how they thought being a 
health social worker affected their experience of being a healthcare recipient and whether 
anything had changed in their thinking about the role of social workers in health.  Participants 
were requested to explain what they had taken away from the experience in terms of 
recommendations they would share with other clients needing to access healthcare or with 
colleagues delivering healthcare services.  Participants were asked to reflect upon the influences 
of power within the health system and the application of anti-oppressive approaches in health 
practice.  Most importantly, participants were asked what they had incorporated into their own 
social work practice since having the experience of being a recipient of care.  
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Following each interview, notes were made of key points and impressions which arose 
from the discussion.  A transcript of each interview was then generated from the written 
interview notes and audio-recordings.  Each transcript was reviewed in its entirety to identify 
major concepts.  As well, the responses to each question were compared between all nine of the 
transcripts.  This led to the identification of common themes.  The themes generated were not 
closely associated with particular questions, but rather arose repeatedly throughout the 
interviews.  Each transcript was then reviewed again to particularly highlight where participants 
had spoken about changes to their practice as social workers since their experience of receiving 
healthcare services. 
Ethical Considerations 
 
The researcher was employed in a social work leadership position within Fraser Health 
therefore it was important to consider the implications of involving Fraser Health social workers 
in this research study.   Some social workers may have perceived that a decision whether or not 
to participate in the study would affect aspects of their employment (either positively or 
negatively) due to the power associated with the leadership position.  As well, some social 
workers may have been concerned that private information about personal health conditions 
would be revealed and have subsequent employment impacts.  For these reasons, no person with 
a reporting relationship to the researcher was permitted to participate in this study.   However, it 
is possible that a reporting relationship could subsequently occur or there could be interactions 
with any of the participants, in future, in the course of employment related activities.  Therefore, 
the confidentiality of the research was reviewed with each participant and consent was obtained 
prior to initiating any interviews.   As all participants were working in Fraser Health as social 
workers at the time of the study, the capability to provide informed consent was presumed.   
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Personal health related events can have significant emotional impacts.   In both the 
recruitment letter and the informed consent form,  participants were asked to consider whether 
they were prepared to discuss their experiences of receiving healthcare, taking into consideration 
how recently this had occurred and how personally impactful the experiences had been.  All 
participants were advised that they could decline to respond to any questions and could stop the 
interview at any time.  They were also reminded of the availability of follow-up counselling 
services, at no cost to Fraser Health employees, via the Employee and Family Assistance 
Program.  For some participants, discussing this topic did bring up significant emotions.  Not 
surprisingly, it was more emotional for people to discuss health events which had been sudden or 
life threatening (for themselves or for their family member), and where there was a perception 
that the outcome could or should have been different based on the care received.  Depending on 
the nature of the interaction with the healthcare system, some participants were more emotionally 
vulnerable than others when reflecting upon these events.  The experiences shared by some of 
the participants also raised emotions for me as I recalled my own experiences as a healthcare 
recipient.  These feelings were acknowledged as they arose, and none prevented the continuation 
of the interviews. 
Some of the comments made by participants were critical of healthcare services, 
including the actions of certain professionals and the delivery of services within Fraser Health.  
As the findings will be discussed within Fraser Health and it will be clear that all participants 
were Fraser Health social workers, this could have some impacts on the general perception of 
social workers by other professionals within the organization.  
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Limitations of the Study 
 
The research involved nine participants, all of whom were employed as social workers in 
Fraser Health and self-identified as having had significant interactions with the healthcare system 
as clients.  In many respects, the majority of participants were comparable in terms of work 
experience and social location such as age, gender, and ethnicity.   As the researcher, I am very 
similar to the predominant participant profile, as a Caucasian woman in my forties with 
seventeen years of social work experience in Fraser Health and who has had an experience of 
receiving health services in relation to a family member.  It is possible, in my analysis, I may 
have over-identified with certain aspects of the participants’ experiences to the exclusion of 
others.   Reliability of the results may have been improved by involving a second reviewer in the 
theme analysis (Dudley, 2011).    
The small size of the sample is a limitation.  As well, it is probable that the sample of 
participants is not representative of Fraser Health social workers in general, but rather consisted 
of those who have greater interest in research (i.e., MSW prepared social workers) and the 
availability to devote time for an interview.  For example, casual social workers (who tend to be 
younger and have less work experience) may have been less able to schedule an interview due to 
the unpredictability of work schedules.  There was only one male in the sample, and only two 
people who identified as belonging to minority racial/ethnic groups. It is not possible to fully 
generalize the findings of this study to other health social workers.     
Conducting the study within my own workplace and that of the participants was also a 
limitation.  Some individuals who wished to participate and would have had valuable insights to 
contribute were excluded from the project due to their reporting relationship to the researcher.  It 
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is possible that some other potential participants may have been reluctant to share information 
with a fellow Fraser Health employee with whom they could have future professional 
interactions.    
Within this sample, four of the participants had personally received healthcare whereas 
the remainder spoke of experiences relating to family members.  Within this group of 
participants, it appears that the personal experiences of receiving healthcare, especially with 
respect to a chronic or life threatening condition, was more impactful and tended to initiate a 
greater degree of practice reflection as compared to being the family member of a person 
receiving care.  Distinguishing the nature of the client interaction with the healthcare system 
would be an important consideration for future research.    As well, participants shared 
experiences which were predominantly related to physical health concerns for themselves or 
family members, although the invitation allowed for a broader interpretation of health events or 
conditions.  Possibly stigma associated with mental health concerns deterred  social workers with 
such experiences from volunteering for the study or disclosing these conditions, particularly 
because recruitment occurred in the workplace.  It is likely that healthcare interactions related to 
physical conditions would be dissimilar to those for mental health conditions, and may have led 
to different experiences and reflections by social workers receiving care.   Differentiating the 
type of health condition would also be an important consideration for future research. 
Findings 
 
Amongst the nine participants, there were eight females and one male.  Six had obtained 
an MSW, and three had a BSW (although two of these were enrolled in MSW programmes at the 
time of interview).  Five worked in acute care hospital settings, and four worked in chronic care 
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and/or outpatient programs.  Most worked full-time, although three worked part-time, including 
one who indicated she was working part-time specifically as a result of her health condition. The 
majority of participants (five) were aged in their forties, with one participant in her thirties, one 
in her fifties and two in their sixties.  The participants averaged sixteen years of experience in 
health social work, ranging from seven years to twenty-nine years.  Two participants identified 
themselves as belonging to visible minority groups.   Another noted that her family members (by 
marriage) who received healthcare services belonged to a minority group, both racially and 
linguistically. One participant initially stated that she had no diversity factors which would be 
relevant, but later in the interview disclosed affiliation with a specific religious/cultural group 
which has historically faced persecution. The remainder of participants identified as Caucasian 
and disclosed no other diversity factors (i.e., race, language, ability, sexual orientation, etc.) for 
themselves or their family members.    
Five shared experiences with respect to family members receiving healthcare, three had 
had significant health experiences themselves, and one person commented on both family and 
personal experiences.  For reasons of privacy, participants were not directly asked about the 
nature of the health event or condition which precipitated their interactions with the health 
system.   Nevertheless, in describing their experiences most of the participants disclosed 
sufficient details to ascertain that physical health conditions or events were the predominant 
source of their health interactions.  Where mental health concerns were referenced, these were 
typically described as secondary to the physical health concern (for example, symptoms of 
anxiety and depression following diagnosis of a physical condition).  Participants spoke about 
health interactions which occurred in primary care, acute care, outpatient services, home health, 
and residential care.   Two participants shared health events which had been sudden and time-
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limited; the remainder spoke about health conditions which were more ongoing or repetitive in 
nature.   
In many respects, the experience of receiving healthcare was consciousness-raising for 
these health social workers.  “Consciousness-raising, then, is recognizing that a given social 
practice is oppressive, and then deliberately working to change the practice.  This is done by 
altering one’s social performance and disrupting the recursive process that maintains the 
oppressive practice” (Wheeler-Brooks, 2009, p. 123).    Throughout the interviews, participants 
shared their observations of how the health system functions, recognized and articulated the 
resulting impacts upon themselves and other service recipients, and described how their 
perspectives as health social workers had been either affirmed or altered.  Several participants 
described the experience as “eye opening”.  For many, the experience had been disruptive to 
previously held beliefs and did contribute to practice change.  
For all of the social workers interviewed, the experience of directly interacting with the 
health system as “clients” raised their awareness of the types of issues people and their families 
encounter when seeking healthcare, and also provided a deeper understanding of the psycho-
emotional impacts of health events.  As one participant remarked, “as a client, you become more 
aware of the cracks in the system” (Participant #7).  The social workers commented on 
interactions with health professionals which they found to be particularly helpful or hurtful, and 
reflected upon the function of social workers in the health setting.   Most of the social workers 
described changes to their own practice perspectives and/or approaches following the experience 
of being a healthcare recipient.   
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Four major themes arose from the data.  Various factors were identified which either 
permitted or prevented access to and delivery of needed healthcare services.   In some instances, 
the participants related this to characteristics of the individual client or social worker which 
either helped or hindered the ability to function within the health system.  This theme is 
identified as “agency”.  Agency refers to “the capacity of individuals to take action in order to 
make things happen” (Brown, 2011, p. 97) on their own behalf.   In other instances, the 
participants associated access or barriers to healthcare with aspects of the interaction between 
service providers and recipients.  This theme is identified as “alliance”.  Alliance is the 
interpersonal or therapeutic bond through which service providers and clients work towards a 
shared purpose (Dumbrill, 2011).    The tendency of participants to question themselves is 
associated with the theme of “critical reflection”.  Critical reflection is the process by which one 
“examines implicit and hidden assumptions in order to change dominant and taken-for-granted 
thinking and arrangements” (Bay & Macfarlane, 2011, p. 746).  The final theme of 
“transformation” refers to new knowledge, insights, and behaviours which participants identified 
as arising from their experience. 
Agency   
 
From their experiences both as health social workers and healthcare recipients, including 
observations of their own colleagues and clients, the participants spoke about the different 
factors which they saw as contributing to active participation and achievement of results from the 
health system .  Although associated with individual characteristics, agency for both care 
recipients and care providers was strongly influenced by background context.  Healthcare 
recipients encounter the health system from a variety of family and social circumstances, 
articulated as the social determinants of health.  For social workers, there is additionally the 
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framework of professional training and identity.  Interactions with the inter-professional team are 
required of both healthcare recipients and healthcare providers.   Agency reflects the ability to 
negotiate interactions with the healthcare team in such a way as to have one’s needs and interests 
met.  
 Personal agency.   Participants saw themselves as having an enhanced ability to function 
within the client role.  As one participant put it, “knowledge really is power” (Participant #2).   
Many participants spoke to the vulnerability of people seeking healthcare.  With respect to the 
client experience, “if you aren’t able to stand your ground and just be persistent and be a voice 
for yourself, you will get easily lost and there’ll be no one to pick you up” (Participant #5).   The 
participants recognized that having knowledge of the healthcare system and being able to direct 
the process, at least to some extent, had significant impacts on their own outcomes.  Having 
existing medical knowledge assisted them to know which questions to ask, as well as the ability 
to choose from a wider range of options. Knowing who to go to about particular issues, and in 
some instances having a pre-existing relationship with healthcare providers, was also a benefit.  
Several participants expressed the belief that they were able to attain services more quickly 
because of their insider knowledge and connections.   
The participants actively sought out information about their own healthcare, for instance 
accessing and maintaining any documentation relating to their own health services or conducting 
research about treatment options.  As clients or family members, they were willing to challenge 
other health professionals when there were disagreements about approach or to ensure follow-
through occurred.   In addition to communicating assertively when they were clients, the 
participants expected to have collaborative relationships with healthcare providers.  For example, 
when one participant felt she was treated abruptly by a physician, she revealed her status as a 
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health professional “and he just took a step back after that and completely changed his attitude 
towards me.  It was completely different, it was almost more of a peer respectfulness because I 
was in the hospital” (Participant #5).  Based on position alone, the social worker was able to alter 
the interaction and command greater attention from the healthcare provider. 
Although some social workers chose to use their professional status to their own benefit 
as clients, other struggled with this. 
I just thought, you know, do I pull any strings here?  Or do I just, you know, not pull 
 strings because I don’t want to get favouritism.  I think I was very aware of that as a 
 patient.  Just, you know, do I try to use the system that I work in, or just be a regular 
 person and not take advantage of that? (Participant # 7) 
When health social workers encounter a strained healthcare system as clients, core social work 
values of equality and just allocation of resources can be challenged by a personal need to 
receive an adequate level of healthcare.  Regardless of whether or not individuals chose take 
advantage of their professional status from within the client role, they were conscious of the 
privilege they possessed.     
At the same time, being acknowledged as a professional was not always an advantage for 
health social workers.  One participant perceived that her status as a social worker led her 
physician to have higher expectations of her ability to quickly integrate a new and serious 
diagnosis, as though they had been discussing the health condition of any other patient rather 
than something which personally impacted her and would require an adjustment process.  There 
seemed to be an assumption by the physician that the social worker should have been able to 
handle her diagnosis better than an average patient by virtue of her professional training and 
experience.  This participant commented particularly about how difficult it is to act on one’s own 
behalf in the wake of an event with high emotional significance.  Though this individual was 
23 
 
recognized by a colleague for her well-developed medical and health system knowledge, her 
emotional needs were simultaneously negated. 
While for the most part recognizing their own privileged position as clients, the 
participants spoke extensively about the various vulnerabilities which create barriers to active 
client participation.  These included social determinants of health such as age, ability, socio-
economic status, culture, race, and language. “I know it’s harder if you don’t speak the language, 
if you can’t read or write or if you rely on other people” (Participant #3).   One participant, who 
identified as belonging to an immigrant family, commented that there was a  
…fear of accessing the healthcare and how you’re going to be treated.  Whether me or 
 my family members are actually going to get good care.  And also just knowing that you 
 are going to be treated with dignity and respect.  I wouldn’t necessarily say that it’s a 
 very satisfying experience and something that I really feel confident in, that I really trust 
 (Participant #3). 
Although other participants talked about feelings of anxiety, frustration, anger, isolation and 
discouragement, this was the only participant who specifically used the word “fear” in relation to 
interactions with health professionals.  This may speak to the high level of exposure sensed by 
more vulnerable client groups relative to the power of health professionals.  Other sources of 
client vulnerability included stigma and blame associated with disease labels, stress or strain in 
family relationships, limited access to support, misinformation or lack of knowledge about the 
health system, lack of communication, and a “blind trust” in health professionals.  The urgency 
of time within the health system also creates vulnerability, as people are expected to make 
critical decisions almost immediately.   Finally, a sense of defeat or inertia and having been 
rebuffed in previous help seeking efforts detracted from the capacity to engage with the health 
system on one’s own behalf.  This was identified as a particular concern for clients with mental 
health conditions, not only because the condition itself may limit a person’s willingness and 
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capacity to seek help, but because such conditions are less “tangible” in the eyes of health 
providers and therefore the legitimacy of mental health disorders is often questioned. 
The participants saw the role of health social workers as assisting clients to gain capacity 
in these areas.  This included being a source of information, providing education or skills 
coaching, and being an ally or “point person” who could facilitate communication, generate 
options/choices, advocate, and assist to ensure the resolution of concerns by other healthcare 
professionals.  The social workers believed they could help other members of the healthcare 
team to develop a broader perspective, “so we can bring to the healthcare system a kind of 
awareness and hopefully a responsiveness to the larger needs of these individuals.  That’s the gift 
I think we bring to healthcare” (Participant #1). Even something as basic as interpretation and 
translation services could be arranged by social workers to enhance client agency.  
The participants also spoke of the importance of validating clients’ experiences, 
promoting rights, and encouraging clients to be persistent or to seek out alternatives if their needs 
were not being met.    One participant described how she encouraged people to approach the 
health system, as follows: 
I’ll say, you’ve really got to push for it.  You have to.  You can’t give up.  You have to 
 just keep pushing and pushing and bug them.  And it’s almost like once you bug them 
 enough, I don’t know if they get tired of you or they just finally listen to what you’re 
 saying.  But a lot of families don’t have that ability.  So often, we do it as social workers, 
 in advocating for families. It’s the words you use and saying some of those catch-phrases 
 to the family.  “I would word it this way, because you might get quicker service”.  And it 
 actually works, unfortunately.  It’s knowing how to, I don’t want to say manipulate the 
 system.  Just the knowledge of the system.  I think that’s what it comes down to, is the 
 knowledge of it. (Participant #5) 
For anyone in the client role, participants noted the importance of actively pursuing a response 
from healthcare providers to overcome the risk of being overlooked or ignored. 
25 
 
Helping clients to process and resolve emotional content associated with a health event 
was seen as critical to preparing clients to effectively communicate needs and preferences in 
order to self-advocate within the health system.  Participants spoke about how stressful the 
experience of managing health events had been for themselves, at times resulting in feelings of 
frustration, anger and fatigue.  The stress itself contributed to a reduced ability to function 
effectively in relation to the health system.  “I mean, you’re stressed out, there’s no way you 
absorb everything” (Participant #5).  Clients were seen as particularly vulnerable at the 
beginning of their health encounter.  “People need time to change and adapt.  I’ve been through 
the experience of getting a diagnosis that bowls you over.  My clients have that experience. It’s 
probably the low point of your life” (Participant #1).  Participants believed that people become 
stronger and more able to demonstrate personal agency as they are able to process the emotional 
impacts of the health encounter and gain expertise as to what is effective when interacting with 
the health system.  Unfortunately, the rapid pace of the healthcare system does not often afford 
clients and families this opportunity to adjust.  Assisting with this adjustment process, including 
instilling hope at early stages of diagnosis and/or treatment, was identified as an intrinsic role of 
social work. 
Professional agency.  In addition to their reflections on the factors which contribute to 
agency amongst clients, the participants also identified components affecting their own capacity 
to take actions professionally.  These included having a strong theoretical foundation, robust 
professional and systems knowledge, a sense of professional identity and autonomy, the ability 
to articulate professional priorities or utilize creative approaches, and having allies within inter-
professional work teams.  
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I think that if we were able to be more confident and more clear about our own skills and 
 training and education and have more ongoing training and skills in certain areas where 
 we also feel more confident, then we can communicate that and give maybe more 
 training to our interdisciplinary colleagues. (Participant #3) 
Being secure in one’s own skills and abilities, as well as having opportunities for continuing 
professional development, enhanced the function of social workers in the work environment.   
Believing in the value of the social work role and having evidence of making a difference 
were also important to building a sense of professional agency.  One participant spoke about how 
social workers contribute to the client experience, because “they know someone who’s got the 
goods, that has some influence and knows the way” (Participant #9).  In this way, social workers 
can relieve some of the anxiety experienced by clients and families in their health encounters. 
Furthermore, social workers can influence medical outcomes by pulling together all the pieces 
different health professionals contribute.   
I asked for the social worker and things changed.  And my mother’s trajectory was much 
better than it was without the social worker involved. It wasn’t until we got social work 
involved that we were able to say, to the doctor, where are we going with this?  What’s 
happening? (Participant #8)  
Social workers saw themselves as sometimes being the most consistent person involved in a 
client’s health journey, and having the capacity to move processes forward on their behalf. 
 As much as social workers strongly identified as client advocates, at the same time, 
participants saw themselves as having some degree of role conflict within the health system. 
  So, I think it’s a delicate balance for us, to support clients and families through a system 
 that’s far from perfect.  And supporting a system that is our employer and signs our
 paycheques. We need to find tactful ways to approach oppression within the system, 
 within society. (Participant #9) 
Participants spoke of the many competing demands on their time and commitments, and not 
always having the opportunity to address important emotional and family issues in light of 
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systems pressures to move people along.  Participants did not feel that their skills as social 
workers were always appreciated or utilized to their full potential within the health system. 
Barriers to professional agency were system constraints, fragmentation, role restriction, 
being directed by management or other health professions, lack of experience, training or 
confidence, workload, work setting (acute or chronic care), and lack of communication. One 
participant referred to having to recognize that she is a “cog in a big machine” (Participant #2), 
where organizational imperatives may bear no relation to professional priorities, and power can 
be limited.  Similarly, another participant stated “we don’t have all that much power though.  I 
think we can try to rally the forces but in fact we’re just part of the wheel” (Participant #7).  
Social workers spoke extensively about the changing climate of healthcare limiting their 
effectiveness.  
People used to come into the hospital and we used to look at them as an individual and as 
 a human being and as a person and understand them and align with them.  We don’t do 
 that anymore.  We can’t do that anymore. And so I see that we’re losing the focus of the 
 client, of the patient.  We’re losing that, and they’re just becoming pieces of meat that we 
 slice up.  And we slice and dice and send home. We don’t have that caring component 
 anymore. (Participant #8) 
The shifting priorities within healthcare, primarily to meet system needs, are seen as oppressive 
to both clients and to social workers, affecting the quality of patient care as well as work 
satisfaction.  Participants described no longer feeling good about the work they were doing, 
because of the high volume of demand and the inequities in service delivery. 
Potential strategies to improve professional agency were identified as self-care on the part 
of health professionals, as well as system supports for employee wellness.  “We have to be able 
to take care of ourselves and be aware of ourselves and when we’ve hit our wall” (Participant 
#5). Conflict resolution processes within the system were seen as important, to ensure that 
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different perspectives could be heard and concerns could be resolved effectively.  Additionally, 
the opportunity to participate in and present research was suggested as a strategy to increase the 
confidence and profile of social workers in health, as well as respect for the social work role.  
Finally, it is important for social workers to re-evaluate their function in healthcare and avoid 
being caught up in systemic pressures which can ultimately defeat professional objectives. 
So many of the younger social workers, maybe they’re insecure in their practice, and 
 they’re very much in a hurry. Oh, sometimes I just want to give them a big hug and tell 
 them to slow down.  Really, really. If they don’t slow down, they miss the strengths that 
 the person brings, their own ability to generate solutions. (Participant #1) 
Access to support to maintain professional identity and meet practice objectives, regardless of 
system imperatives, is crucial to professional agency.   Professional agency, in turn, influences 
the quality of social work services received by clients and families, and parallels opportunities 
for clients to develop personal agency. 
Alliance  
 
The level of alliance between healthcare providers and healthcare recipients depends 
upon the quality of inter-personal interactions and the extent to which there is agreement about 
the purpose and approach to care.  A positive working alliance may help to overcome the sense 
of isolation and inertia which many of the participants described early in their health encounters, 
and increase agency of both parties.  The participants provided many observations as to the 
factors which contribute to functional relationships between health professionals and healthcare 
clients.   Having the time and commitment to develop relationships was seen as critical.  This 
was noted as a particular strength of social workers, especially when it came to perceiving and 
presenting the whole person in their family context, as opposed to just attending to a disease or 
diagnosis. Client participation in developing alliance was also discussed.   
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 The patient really has to contribute to the therapeutic relationship with the doctor.  You 
 can’t go in there passively and expect your doctor to understand and make good decisions 
 entirely on your behalf.  You’ve got to go in there armed with questions and 
 information. (Participant #1) 
Beyond preparing for interactions, clients also need to consider aspects of relationship-building 
with healthcare providers. “You’re receiving from them but you’re giving back as well.  Even if 
it’s gratitude, good faith, or a tray of muffins” (Participant #9).  For clients to feel heard and 
really cared for, but also for healthcare personnel to feel appreciated for their work, is 
foundational to functional exchanges. This may require a shift in perspective for both health 
providers and health recipients, to each see themselves and the other as contributing equally to 
the success of the therapeutic relationship.  It again raises the question of how healthcare 
recipients gain capacity or sufficient power to interact with health professionals as equals.  
The participants working in chronic care settings observed that there was the opportunity 
to build relationship with clients and families over time.   The chronic care social workers 
expressed concern for the capacity of their social work colleagues in acute care to develop 
similar therapeutic relationships, simply because of the brevity of client and family interactions 
in that setting.  Several of the participants had purposely chosen to work in chronic care 
programs, perceiving prospects for more in-depth involvement with clients and increased 
potential for making a positive difference.  Functional inter-personal relationships between 
professionals and clients allowed for necessary interventions to occur with respect to more 
sensitive topics, such as death and dying, or sexual health.   It was seen as important for clients 
and families to have a primary, trusted person to go to with any questions or concerns.   One 
participant talked about care providers and care recipients being able to recognize one another as 
individuals beyond the healthcare interaction, commenting “it’s interesting how the relationship 
kind of turns when they become that real person” (Participant #5).  This speaks to the impact of 
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developing caring human connections, beyond the functional tasks to be accomplished in health 
service delivery. 
 The participants viewed healthcare delivery ideally as a collaborative partnership 
between health providers and healthcare recipients. For this to occur, mutual respect and a 
strengths focus were seen as necessary.  This included accepting one another’s expertise (both as 
a professional and as a client) and being receptive to the perceptions, experiences, and choices of 
the other.   As well, the health professional must take the initiative to sensitively explain health 
conditions and rationale for treatment recommendations, while being open to questions and 
feedback.   Because clients may not have experience with healthcare, the participants felt it was 
important for healthcare providers to initiate such conversations, anticipate gaps in client 
knowledge, and actively verify client understanding.  The participants recognized that the health 
system may not be able to meet all client wants and needs, and believed that transparency was an 
important aspect of alliance, in terms of acknowledging system deficits and errors.  As well, they 
felt it was important to be clear about commitments and to manage client expectations by frankly 
explaining what could or could not be done in particular situations.  The participants also noted 
the importance of considering and attending to quality of life of healthcare recipients, including 
social, emotional and spiritual aspects, beyond simply providing physical care. 
Interestingly, all of the participants spoke of their client experiences as affirming the 
importance of the role of social work in healthcare, yet very few of them encountered social 
workers during their experience of receiving health services. Some spoke to friends and 
colleagues who were social workers or to other helping professionals (such as counsellors).   
Only one participant had repeated contact with social workers as a client; others who met with 
social workers did so only briefly, typically when they had specifically sought out the social 
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worker.  Nevertheless, participants for the most part spoke highly of the interactions with social 
workers which did occur. 
I think as a consumer or receiver of healthcare, I was completely oblivious to the social 
 work workload or what they were doing on what else they were involved in.  I just knew 
 during the half a dozen brief encounters I had with the different social workers, they were 
 very present during that time.  They were very supportive, compassionate, informative, 
 validating, resourceful, I mean, all of these things.  And they just seemed to arrive when, 
 you know, when I needed them.  They showed up at opportune times, somehow.  I don’t 
 know how they did that. I knew some of the nursing staff and I knew other physicians 
 and others involved too.  But the only ones I have memory of now, looking back thirteen 
 months after the fact, were the social workers. (Participant #9)  
This speaks to the skill social workers have in developing meaningful alliances with clients. 
Again, this takes some time and commitment on the part of social workers, “because the best 
work gets done when you stop, breathe, and you hear their story.  Really hear somebody’s story” 
(Participant #8).  Such presence on the part of social workers is foundational to therapeutic 
alliance.  
Barriers to alliance. The participants identified a number of barriers to alliance. For 
instance, a delay in the ability to access needed services blocked alliance.  Because participants 
were not able to access services within the health system in a timely way, some of them looked 
for alternatives such as naturopathic remedies.  This reduced alliance to professionals in the 
health system, in part because of the sometimes contemptuous attitude by mainstream healthcare 
providers towards such approaches.  Lack of time and busyness were seen as factors contributing 
to superficial interactions and a tendency to brush people aside or see the client concerns as “not 
my job”.  However, as one participant put it, “as healthcare providers, we go ‘I’m too busy’, but 
what we forget is, we wouldn’t have our jobs if it wasn’t for those people standing in front of us” 
(Participant #2).   It is important, therefore, to re-focus on the purpose of healthcare and who is 
being served. 
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At the most basic level, healthcare providers may fail to engage effectively with care 
recipients or accurately assess level of client knowledge.  “I think that healthcare workers make 
assumptions as to how much or how little information patients and families have, and need” 
(Participant #9).  Some participants described feeling largely ignored by health professionals 
during their healthcare encounters.  At the same time, clients expressing overt distrust of health 
professionals can also be a barrier to alliance.  For example; 
Anticipating an adversarial relationship, I think that’s a recipe for a bad ride. I would 
 urge people not to be passive, a passive participant throwing themselves at the mercy of 
 the system. But I would also urge them not to go in there with, you know, a full barrel 
 advocate in tow ready to do battle with the healthcare system.  I mean, I don’t think 
 that’s the way to get off to a good start.  (Participant #9) 
Once labelled by the healthcare team as overly assertive or aggressive, clients and families may 
have very limited opportunity to develop beneficial relationships with health providers in future. 
When healthcare providers deliver information, there is typically an absence of 
discussion with clients and families about how such information is being received, especially 
with regard to emotional impacts.  In sharing an experience of talking to a physician about 
discontinuing life supports for a close family member, the participant noted that it was “very 
factual”. 
It was done with sensitivity, but I don’t recall the physician ever asking me, you know, 
 how are you with this?  How is this impacting you?  And do you have supports? I don’t 
 remember anyone but the social worker asking those sorts of questions. (Participant # 9) 
It is important to note, again, that very few of the participants had any interaction with social 
workers in the course of their client experience, and often found themselves called upon to 
function as “surrogate social workers” (Participant #9) for the rest of their families while in the 
client role.  As clients, social workers were often expected to continue to function as 
professionals, and were not seen as requiring the services of a social worker themselves.  Despite 
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the potential boundary issues, for some participants there was a degree of comfort in retaining a 
more professional role, perhaps because of the status or sense of control this afforded as 
compared to the client position. 
There is often a narrow focus of healthcare, such that health conditions are seen as 
discrete physical problems, with no bearing on the person, their family or their broader lives. 
Many participants noted the extensive impact of the health event upon their families, which the 
healthcare system did not acknowledge or address.  At times, participants found healthcare 
providers overtly dismissive of the impacts of their health conditions.  For example, one 
participant was discussing her diagnosis with a nurse who commented “oh, that’s an easy cancer 
to cure”.  For the participant; 
It’s got nothing to do with the kind of cancer I had - it’s the fact you have to go through 
 this same ordeal. You have to go through the surgery, you have to go through the 
 radiation, you have to go through the chemo or whatever. You feel like you are not 
 being acknowledged for what you’re going through.  Like the feelings and emotions.  So 
 I think sometimes the healthcare system unfortunately takes the feelings and emotions 
 out of it.  I think that’s why social workers are so needed in the hospital setting.  And I 
 think we need more, because doctors just don’t go there, they don’t go to the feeling and 
 emotions. (Participant #5)  
At the same time, this participant speculated that this disengagement from the experiences of 
healthcare recipients may be a survival mechanism on the part of health professionals, who have 
been “taught to save” but aren’t always able to.   In other examples, it seems that health 
providers limited to their efforts to the identified “client” and it simply did not occur to them that 
the rest of the family might also require care as a result of the health event.  This likely reflects 
the medical model, rather than a systems perspective, remaining as the dominant approach within 
healthcare. 
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The most notable barriers to alliance are hierarchical relationships, the misuse of power, 
and a focus on the system rather than the client.  “It’s a bureaucratic system and when you’re the 
person at the bottom of the hierarchy, it’s very challenging” (Participant #5).  One participant 
provided an example of a doctor who refused to continue to follow a patient unless she was 
compliant to his orders and another referred to the potential of being “fired” by a doctor because 
of being too assertive.  Yet another participant shared an example of a disagreement between a 
family member and a doctor about the direction of care.  “In the end he said, well, that’s why 
they call me an MD.  My Decision” (Participant #7).  Participants routinely observed (as 
professionals) or experienced (as clients) being shut down in attempts to question physicians’ 
rationale for treatment recommendations, which was presumably seen by doctors as challenging 
their expertise.   
 Although most examples of use of power involved interactions with physicians, one 
participant acknowledged the pervasiveness of power dynamics in any professional relationship 
and the ameliorating actions social workers could take. 
I think we’re pivotal and we can do either.  We can reinforce disempowerment, for those 
 that feel really disempowered already, or already feel really at the mercy of the system.  
 We can reinforce that.  That “yes indeed, you are powerless and we have all the power”.  
 On the other hand, you can help people begin or perhaps continue to rewrite, retell their  
 story, retell their narrative, right?  And perceive the whole situation in a different way 
 and come away from the situation feeling more empowered, more informed, more aware, 
 more responsible for their own health, well-being.  But I think all of this also comes 
 through, I mean it all happens in the context of the relationship. (Participant #9) 
Addressing issues of power in relationships in health settings first requires recognition that social 
workers are often bystanders, and potentially active participants, in the power dynamics within 
teams and directed towards clients. 
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Critical Reflection 
 
The experience of receiving healthcare prompted participants to think about the client 
experience differently and begin to question their own approaches to providing care. As one 
participant put it, “it was interesting walking in and seeing my mother-in-law in a geri-chair and 
going – Ew, ew!  That’s not right.  She’s a pain, so they’ve stuck her in a geri-chair.   Oh, so this 
is how that feels” (Participant #4).  This allowed her to consider the use of power within the 
system and the impact this has on clients and families.  This participant also talked about her 
feelings of embarrassment when she encountered certain circumstances as a client, and in 
retrospect realized how she had previously described such situations to others from her 
perspective as a social worker.  
All of the social workers talked about how much more difficult it was to interact with the 
health system as clients than they had previously realized.   In talking about all of the efforts she 
had to make to ensure her family was able to access the services they required, one participant 
commented, “but at least I knew. Like the thing is, I keep thinking – what would have happened 
if I hadn’t been around” (Participant #4)?  Similarly, another participant noted; 
If I was a person who didn’t know a healthcare system, how would you get the support?  
Because if I didn’t know what I know because I work in this system, how would 
somebody who doesn’t know the system guide themselves through it? (Participant #6) 
In general, the participants became much more attuned to the challenges and complexities of the 
health system through their encounters as health recipients, and began to question how an 
average client could possibly manage these. The single participant who felt he probably could 
have successfully negotiated the healthcare system without his pre-existing level of insider 
knowledge credited his privileged position as a white male as a contributing factor. The 
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experience of receiving health services compelled participants to think about barriers and 
challenges encountered by clients, and to reconsider the importance of their own contributions as 
social workers in terms of assisting clients to navigate complex systems. 
 In particular, the participants reflected upon the competing interests of the healthcare 
organization and their own profession, as well as the utility of different actions individuals may 
take to resolve such conflicts.  Referring to a colleague who had adopted a deliberate strategy of 
focusing her practice exclusively upon procuring discharge resources; 
With a healthcare system like ours, people that can practice like that are kind of valued. 
 So, I don’t know how much difference that made to her clients, but I saw what a good fit 
 she was within the healthcare system as it is designed now.  That’s a troubling thing. 
 (Participant #1) 
This participant described her colleague as very popular, in large part because she was so 
efficient in managing the caseload and clearing referrals.  At the same time, this led the 
participant to wonder whether her colleague’s attention to system priorities was overriding her 
professional obligations to clients, such as assessing and responding to client needs and 
preferences.   
Following their own experiences of receiving care, many of the participants began to 
question their priorities as social workers.  “Who do I prioritize?  Who do I look at first?  Why 
am I here? Can we meet organizational priorities as well as our own social work values?” 
(Participant #2).  Participants became more concerned about the impacts of their efforts, asking 
“How am I making a difference here? What power do I actually have? (Participant #3), and 
considering “Whose needs are being met? Is it the client’s? Is it mine? Or is it the system’s?  Or 
anybody’s?” (Participant #9).  Through the experience of being clients, participants were 
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prompted to ask themselves questions to evaluate their own practice as social workers, and to 
consider how they measured up to organizational, professional, and client expectations. 
 Even where it could be argued that systemic priorities were somewhat consistent with 
core social work values, such as self-determination, participants question their own participation 
in the approaches and actions taken by health organizations and whether these are now pushing 
beyond acceptable limits.  
Well, there’s always a lot of pressure as a social worker.  Pressure to get people out and 
 you know how marginally they might be living and at risk and we’re part of that.  But, 
 you know, people have a right to live as risk. It’s just sometimes you wonder where is
 the safety?  Where is the safety net? And how much risk are we wanting people to have? 
 (Participant # 7) 
Some participants felt that they had limited influence on discharge decisions, since the discharge 
order is a physician function.  Others sensed a responsibility to “fight” discharges which they 
believed to be unsafe, despite describing such efforts as often exhausting and ineffectual. It is 
possible that risk- awareness and risk-tolerance may vary between different health fields, or even 
within a profession such as social work, which likely contributes to differing levels of comfort 
with various discharge arrangements.  Since social workers are oriented towards the person-in-
environment, much more so than other health professionals, it is predictable that social work 
would be the discipline most likely to raise issues of risk in community functioning.  This is an 
important issue for social workers to continue to identify and contemplate, both within the 
profession and for the benefit of inter-professional teams. 
 The participants also noted the importance of being aware of their own boundaries in 
relation to the client experience, or to “be mindful of what’s mine and what’s theirs” (Participant 
#6).    Although they related to clients differently following their own experiences of receiving 
healthcare, participants reflected upon the danger of over-identifying with clients, and thought 
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about how much of their client experience it was appropriate to bring into their professional 
interactions.  Participants spoke about not wanting to make assumptions, to impose their own 
experiences upon clients, or to take over in terms of advocacy or determining the direction of 
care.  
 Some of the participants also reflected on how the healthcare experience had changed 
them.  “Who was I during that process, and how did I evolve during that process? And who am I 
now that that process is complete.  Or is it complete? What have I brought with me?” (Participant 
#9).  Some made comments questioning the application and meaning of labels arising from their 
experience as a healthcare recipient. 
I think what makes me emotional about this is I like to think of myself as healthy and I 
am basically healthy, but the fact is that technically I’ve had two [major health events] 
and that just makes me think, oh gee, if I heard that about somebody else, I’d think – 
hmmmm. (Participant # 7) 
Through reflection, this participant was beginning to realize that she had become the “other”. 
She was now questioning both the conclusions people might be drawing about her situation, 
which would not fit for her, as well as the judgements she had imposed on others in similar 
circumstances. 
Transformation 
 
The final theme of “transformation” refers to new knowledge, insights, and behaviours 
which participants identified as arising from their experiences of receiving healthcare.  All of the 
participants articulated the extent to which their experience as service recipients had helped them 
in their work and given them much greater empathy towards clients and families, truly 
recognizing the challenges people face in their health system encounters. 
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But I would say my experience of illness has really deepened my understanding, my 
 compassion.  I can so understand now how people get discouraged with treatment. 
 Medication side effects are sometimes dreadful and yet you are treated as a “less than” 
 person if you complain or you stop taking your meds.  It’s given me a lot deeper 
 understanding of why people make the decisions they do. (Participant #1) 
Although the participants described varying degrees of impact resulting from their experiences as 
healthcare recipients, all noted differences in their perspective since these events.  For some, the 
change following the client experience was profound, both professionally and personally.  One 
participant went so far as to say “so that changes everything that I do with my clients, and who I 
am” (Participant #6).   
As a result of this increased empathy and shift in perspective, social workers were able to 
connect with clients differently and build stronger alliances.   
You have a deeper awareness of the emotions of everybody involved.  And so it takes 
 you to a different level of understanding with the family and with the patient, without 
 them knowing. It just takes you to a very deep level with them. And you don’t say  
 anything, but it just takes you there.  It’s a very different experience when you have 
 so many similarities. (Participant #6) 
Participants began to think of clients in a different way and recognize aspects of their practice 
they needed to adjust to express an enhanced level of care and understanding. 
I think to work in a deliberate manner to convey that feeling of comfort, safety, 
 professionalism, reassurance that they’re going to remember. That there was an 
 individual that was present, that listened, that “got it’” when so many others didn’t. 
 That they know someone there’s got their back. Someone’s looking out for them. 
 (Participant #9) 
More than ever, the participants saw themselves as being on the same side as their clients.  They 
became more aware of the language they used to describe clients and client situations, especially 
the use of terms which could be stigmatizing.   Participants also became much more conscious of 
issues of privacy and confidentiality. 
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 One participant described specific changes in approach to clients, since the personal 
health event. 
 I think I’m a little bit quicker to ask folks what their understanding is, or what’s their 
 understanding about the situation.  To be a little bit more careful about coming to a 
 conclusion about how knowledgeable or unknowledgeable they are about a situation, 
 about disease process, about resources, about anything.  Of the importance just to really, 
 really begin where they are. (Participant #9) 
The experience of being a client helped this social worker to realign with one of the primary 
directives of social work, to start where the client is.   Participants found themselves more 
tolerant of the range of emotions which clients may experience.   For example, the frustration 
and anger clients express was normalized and social workers were more likely to acknowledge 
and legitimize this aspect of the client experience. “I am aware that some of the complaints 
patients and families make about healthcare are truly fact based, so in my work I try to be open 
to their issues and connect them with the appropriate team members” (Participant #7).  Having 
experienced the frustrations of dealing with the healthcare system, some of the participants found 
that they did not take it as personally or find it as alarming when clients became angry. 
 The social workers also prioritized different interventions in their approaches to clients. 
I think it also helped for me to create how we’re more than just the surface tasky things, 
that we really need to understand how individuals are impacted when they come into 
hospital. That we really need to get to that psycho-emotional challenge that they face.  
And that we need to take that time, not overly, but take that time to understand them. 
(Participant #6) 
The experience of being a client leads toward a greater depth of practice, recognizing that clients 
will process their experiences in different ways and need the time and support to do so.    
Participants expressed more of an inclination to “step out of the chaos”, to give clients the 
attention they need rather than acquiescing to system pressures.  
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The experience of being a recipient of services further motivated social workers to retain 
a client focus, rather than a system focus. 
I think being a client helped me be a better social worker.  It’s unfortunate I had to go 
 through the experiences, but I think that if I wasn’t a client, I don’t think I could see. I 
 think I bring to my practice my personal experiences and I think that keeps me grounded 
 and more open.  I don’t fall into that mentality, like the way the rest of the group kind of 
 goes.  If I see myself doing it, I bring it back. I’m more insightful to my practice.
 (Participant #5) 
All of the participants talked about the ways that they were committed to helping clients to better 
understand and function within the system, while also making efforts to help the system 
appreciate the experiences of services recipients.  For some of the participants, the experience of 
receiving health services has contributed to their own sense of power and purpose. 
I feel I’m stronger now and I can tackle a lot more things than what I may have done 
 [before the experience].  I just feel there’s a “braverness” about me. Courage, I  
 guess. It’s just there’s a deeper level of compassion for me to really understand where 
 my patients are, where my clients are.   Where I can become a stronger advocate and 
 really work for them. (Participant #6) 
As a result of their own experiences, participants made greater efforts to educate and challenge 
team members in the interest of clients. 
 The social workers also shared the meanings they had taken from their experiences, and 
saw this as a means of instilling hope for clients.   
I usually tell people, you will never be the same, having gone through that.  And I’m not 
 the same person I was before [chronic illness] hit.  But the changes that come are not 
 always bad.  You gain a lot from this. In my case, I got a profound feeling of empathy 
 from people. I started to notice all the small acts of kindness that were going on around 
 me, that I might have just taken for granted before.  (Participant #1) 
The participants saw their experiences as helping them to connect to what is important to them as 
social workers, but also to what is important in life.  As one participant remarked, “I keep living 
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and I’m very thankful that I can do that.  I’m appreciative of every moment that I have” 
(Participant #6). 
 Although the experience of being a client was often difficult and painful, all of the 
participants believed they had gained something valuable from the experience. 
But I certainly find having been a consumer, a client of the healthcare system, to have 
 been very, very beneficial.  While I wouldn’t want to do it again! I think it’s all in all, 
 professionally it’s been a very good thing.  Personally, it’s been a good thing.  And I 
 guess finally, I can say I’m proud to be a part of the social work profession having seen 
 and having been on the receiving end of social work services. (Participant #9) 
Becoming a recipient of healthcare offered the social workers opportunities to re-examine their 
values and beliefs, thereby reconnecting with what was most important to them and renewing 
their motivation to take actions which were consistent with personal and professional priorities. 
Conclusion 
 
For each of the health social workers participating in this study, the experience of being a 
recipient of healthcare was a source of professional insight and growth.   All of the participants 
identified areas where their practice perspectives had shifted following their client experiences.   
In particular, they noted greater empathy and compassion for people who require healthcare, 
including recognizing the extent of psycho-emotional and family systems impacts of health 
events, as well as the challenges of navigating the health system in the absence of insider 
knowledge.  They were more inclined to believe what clients told them, respect different 
perspectives, take time with people, and strive to connect on a human level – all of which 
promotes therapeutic alliance.  The participants became increasingly aware of the dynamics of 
client vulnerability and professional power.  They expressed renewed commitments to advocacy 
or other deliberate actions which could promote agency and instigate system change.   
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As would be expected from the standpoints of social constructivism and critical theory, 
social workers who had gained a dual perspective as both healthcare providers and recipients 
possessed an expanded outlook on the “realities” of the healthcare system than had previously 
been the case from a single point of view.  This is not to say that health social workers and their 
inter-professional colleagues have not always been concerned with providing a high quality of 
care.   Rather, for these participants, the experience of being a healthcare recipient offered them 
new insights into what constitutes care quality from a client perspective.   Their beliefs about 
healthcare changed, both in terms of how clients and families experience typical system activities 
as well as how healthcare providers ought to use their professional power to serve healthcare 
recipients throughout the care journey.   
For many of the participants, the experience of undergoing a health event and receiving 
healthcare was truly transformative.  Practice transformation seemed to be more strongly 
associated with experiences which had the greatest personal impacts and prompted deeper levels 
of self-reflection.  Although these experiences were at times uncomfortable and unwelcome, the 
social workers articulated and appreciated the value of the experience and the wisdom gained, 
both personally and professionally.  Being a client helped them to reconnect with what was really 
important to them as social workers.   Given the relentless pressures and conflicting priorities 
within healthcare systems, engaging in ongoing critical reflexivity is crucial to the enactment of 
professional values and therefore the advancement of quality, person-centred care. 
Implications for Practice, Policy, and Research 
 
From the experience of being healthcare recipients, social workers gained new insights 
into the challenges and barriers people face when accessing services within the health system.   
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This contributes knowledge for the profession in terms of existing gaps in service, the usefulness 
of different approaches, and the need to advocate for service delivery changes.   At the same 
time, it suggests that most social workers and other health professionals may not currently have 
sufficient awareness of how clients actually experience the health system.  This may provide 
evidence to develop inter-professional education with respect to the client experience, enhanced 
structures within health organizations to promote client feedback, or policies which require client 
participation in system-level decision making.   When considering measures of healthcare 
quality, there would be value in assessing how clients and families experience the system 
psycho-emotionally, beyond more typical quality measure such as service utilization and wait 
times.  Such measures could contribute further rationale for the role of social work in healthcare 
settings.  
As a profession, social workers are already leaders in advocating for person-centred care; 
however additional opportunities to critically reflect upon their own practice may provide further 
impetus to take meaningful actions to enhance alliance and promote agency amongst service 
recipients.  The experience of becoming a client naturally prompted critical self-reflection and 
transformation for these participants.  Several of the participants commented on how beneficial it 
was to discuss their experiences in the research interview itself.  It is important to consider how 
the learnings from such experiences could be enhanced and sustained, or whether there are other 
ways to promote ongoing critical reflexivity amongst health social workers in the absence of 
personal healthcare experiences.   
Given the value of these transformative experiences to the practice of these participants, 
efforts to promote such learning are applicable to social work continuing education and research.  
Through personal client experience, these social workers were prompted to evaluate their own 
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values and actions.  Potentially another avenue for social workers to explore these factors, 
without direct exposure as healthcare recipients, is the field of ethics.   It would be interesting to 
explore whether robust attention to ethical decision making in practice, which would necessitate 
reflection upon personal and professional values, weighing competing interests, and making 
deliberate practice choices, could have similar transformative impacts on practice (Banks, 2008; 
Mattison, 2000). 
Finally, it is not sufficient for social workers to gain enhanced awareness of power and 
oppression within the healthcare system without the capacity to influence change.  Health 
practice is becoming ever more challenging for social workers, given increasing demands and 
constraints upon the health system.  It is conceivable that increased awareness of the challenges 
of the client experience, without the ability to create meaningful change, would increase moral 
distress amongst health social workers.  As this study deliberately selected participants who were 
continuing to work within healthcare, it is unknown whether there may have been health social 
workers who found their health recipient experiences and/or awareness of personal participation 
in oppression so disruptive that they could no longer continue to work within the health system.  
A future area of research could focus on the supports and structures health social workers require 
to use their professional power to effectively challenge the system in the interests of health care 
recipients.  Inasmuch as clients and families require hope to embark on a personal health 
journey, healthcare social workers too need hope to sustain the professional voyage. 
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Appendix E 
Interview Guide 
Research Question: 
For Social Workers employed in health care, how does having a significant interaction with the health 
care system as a client (patient or family caregiver) influence their own practice perspective? 
Background Questions: 
1. Level of Social Work training -  BSW/MSW 
2. Length of time working in Health SW – (years) 
3. Employment status (full time, part time, casual) 
4. Length of time since client experience occurred/began 
5. Gender- 
6. Age  (range  20- 30; 30 – 40; 40-50; 50-60; 60+)  
7. Other self-identified social location/diversity factors (race, language, ability, orientation) 
 Interview Questions: 
1. Reflecting on your experience as a client, what have you learned about the health care system that 
you didn’t know before? 
2. In the course of your experience of receiving health services, did you ever talk to a social worker? 
a. If so; 
i. What was your impression of the social work intervention offered? 
ii. How did it feel to be on the receiving end of social work services? 
b. If not; 
i.  Did anyone within the health system talk to you about how you or your family 
were being affected by the health condition or event?   
ii. What was your impression of your interactions with these health professionals? 
(Either talking or not talking about possible effects of the health condition or 
event). 
 
3. How do you think being a health social worker affected your experience of being a health care 
recipient? 
4. Did this experience influence what you think about the role of social workers in health?  If so, 
how? 
5. Did this experience influence how you feel about working within the health system? If so, how? 
6. Since having this experience, what recommendations would you share with other clients/families 
who need to access healthcare? 
7. From what you learned (assuming you learned something…) from being a client and the client 
experience, what would you share with your colleagues that might help them improve practice, or 
consider other elements of working with clients? 
8.  What have you taken back to your own practice as a social worker since you’ve had this client 
experience? 
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9. Since having this experience, have you thought about the influences of power/oppression 
(empowerment/disempowerment) within the health system?  If so, what are your reflections?  Has 
anything changed about your perspective since becoming a client? 
10. What is your interpretation of Anti-Oppressive practice? 
11. Since having this client experience, what are your thoughts about the application of anti-
oppressive approaches to health practice? 
12. Are there any other comments you would like to make regarding your experiences of being a 
client and being a social worker? 
 
 
